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Background: Maternal mortality remains unacceptably high in developing countries despite international
advocacy, development targets, and simple, affordable and effective interventions. In recent years, regard for
maternal mortality as a human rights issue as well as one that pertains to health, has emerged.
Objective: We study a case of maternal death using a theoretical framework derived from the right to health to
examine access to and quality of maternal healthcare. Our objective was to explore the potential of rights-
based frameworks to inform public health planning from a human rights perspective.
Design: Information was elicited as part of a verbal autopsy survey investigating maternal deaths in rural
settings in Indonesia. The deceased’s relatives were interviewed to collect information on medical signs,
symptoms and the social, cultural and health systems circumstances surrounding the death.
Results: In this case, a prolonged, severe fever and a complicated series of referrals culminated in the death of
a 19-year-old primagravida at 7 months gestation. The cause of death was acute infection. The woman
encountered a range of barriers to access; behavioural, socio-cultural, geographic and economic. Several
serious health system failures were also apparent. The theoretical framework derived from the right to health
identified that none of the essential elements of the right were upheld.
Conclusion: The rights-based approach could identify how and where to improve services. However, there are
fundamental and inherent conflicts between the public health tradition (collective and preventative) and the
right to health (individualistic and curative). As a result, and in practice, the right to health is likely to be
ineffective for public health planning from a human rights perspective. Collective rights such as the right to
development may provide a more suitable means to achieve equity and social justice in health planning.
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A
ccording to the latest estimates, 536,000 maternal
deaths occurred worldwide in 2005 (1). Although
there are large degrees of uncertainty, two
discouraging facts are apparent from the figures. Firstly,
99% of maternal deaths occur in developing countries
and secondly, levels of maternal mortality have remained
unchanged for almost two decades (Fig. 1) (1 3).
The interventions to treat the life-threatening compli-
cations of pregnancy and childbirth are well known:
ensuring that deliveries occur in the presence of a skilled
health provider who functions with equipment, drugs,
supplies and transport (skilled attendance) (4); and
access to medical facilities that provide the package of
life-saving interventions for the major direct obstetric
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With these interventions it is estimated that over 90%
of maternal mortality could be prevented (6).
A target level of maternal mortality was set by the
United Nations in the Millennium Development Goals
(MDGs), a series of internationally ratified goals that aim
to reduce poverty and improve education and health. The
5th goal aims to improve maternal health with: a 75%
reduction in the 1990 levels of maternal mortality by 2015
(Fig. 1) (7, 8) and universal access to reproductive health
(9). Given lackof progress to date, concerns exist over the
likelihood of achieving the goal (10, 11).
Slow progress may be due, in part, to the complex
nature of causality of maternal ill-health. In low income
settings, poor maternal health is indicative of pervasive
and systemic problems that relate to underlying social
issues. These include ‘‘lack of education for girls, early
marriage, lack of access to contraception, poor nutrition,
and women’s low social, economic and legal status’’ (12)
which underscores maternal mortality as a social-eco-
nomicandsocial-culturalphenomenon,aswellasonethat
pertains to health and healthcare.
In recent years, regard for maternal mortality as a
human rights issue has emerged (13 19), primarily by
virtue of its preventability (15). Avoidable mortality (and
morbidity) as a result of pregnancy and childbirth is
connected to a numberof human rights. These include the
right to non-discrimination, the right to information and
education, the right to life survival and development, and
the right to the highest attainable standard of health (14).
The right to health was affirmed as part of the
Universal Declaration of Human Rights (UDHR), in
1948 as follows: ‘‘Everyone has the right to a standard of
living adequate for the health of himself and of his family,
including food, clothing, housing and medical care and
necessary social services.’’ (20). The wording acknowl-
edges that the right to health will not be realised without
addressing the underlying determinants of health and
without the fulfilment of other human rights such as the
right to work, food, shelter, housing, information and
education, reflecting the indivisibility and interdepen-
dency of human rights.
Certain freedoms and entitlements arise from the right
to health. Freedoms include freedom from discrimina-
tion, harmful traditional practices and violence (21).
Entitlements refer to ‘‘a system of health protection’’
which encompasses ‘‘health, goods, services and facilities
which are available in adequate numbers, accessible,
acceptable and of good medical quality’’ (22).
Human rights are powerful advocacy tools, which have
become prominent in health and development in recent
years. In 2002, the United Nations Commission on
Human Rights appointed an independent expert, the
‘Special Rapporteur’, to support countries in the applica-
tion of the right to health (21, 23). In 2005, the
Department for International Development (DFID)
commissioned a review of rights-based approaches to
reducing maternal mortality (24, 25). Most recently, the
British government called for frameworks based on the
right to health to monitor maternal healthcare in
developing countries (26). Policy responses based on
rights include: prioritising life-saving interventions; defi-
nitions of minimum packages of care and essential
medicines; incorporating principles of accountability,
participation, dignity, privacy and confidentiality into
service delivery; and, the targeted provision of services for
the poor and marginalised (23, 27).
In this article, wepresent a single case of maternal death
encountered as part of averbal autopsy (VA) survey. VA is
an established method of assigning a medical cause of
death for people who die outside hospitals and health
facilities. VA is widely used in developing countries where
vital registration systems are missing or inadequate and is
used routinely in over 35 sites in Africa and Asia (28 32).
The results of VA surveys, quantified cause-specific
mortality profiles, are used for surveillance, monitoring
and public health planning.
The study was undertaken in Banten Province, Indo-
nesia in January 2008. Indonesia ranks seventh highest in
the world for absolute numbers of maternal deaths
(19,000 in 2005) (1). Recent estimates of the maternal
mortality ratio for Indonesia vary between 307 (33) and
420 (1) maternal deaths per 100,000 live births.
The Government of Indonesia (GOI) has made
intensive efforts to support the MDGs and to improve
maternal health through the expansion and improvement
of access to skilled attendance at delivery. The village
midwife (Bidan di Desa) programme was launched in
1989 to post a qualified midwife in every non-metropo-
litan village (34). Village midwives live in and form part
of the community, provide a range of integrated maternal
and child health services (35) and perform life-saving
functions in the event of delivery complications (36).
However, despite significant and sustained investment,
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Fig. 1. Estimates of the maternal mortality ratio 1990 2005
for developed and developing regions and target level required
to meet Millennium Development Goal 5. Sources (1 3).
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been empirically demonstrated (37 40).
Objective
Our objective was to explore the potential of a rights-
based framework to: identify exclusion from access to
maternal healthcare services; and foster accountability
towards the promotion and protection of women’s health
during pregnancy and childbirth in public health plan-
ning. This was done by applying the circumstances and
events in a case of maternal death to a theoretical
framework derived from the right to health.
Design
Overall design
The case study method was adopted for the purposes of
reporting and analysing information from a single case
(41 43). The method is a ‘‘distinctive form of empirical
enquiry’’ (42), appropriate when complex relationships
exist between context and phenomenon under investiga-
tion. The contextual conditions in this case (the indivi-
dual, behavioural, socio-cultural and health systems
processes) are highly relevant and influential to the
phenomenon (accessibility and quality of maternal
healthcare), making the case study method appropriate
for our purposes.
Data collection
Traditionally, VAs are structured interviews with family
member(s) on medical signs and symptoms of the
deceased. Interview data are then interpreted to conclude
a medical cause of death. In the interview, in addition to
information on medical signs and symptoms, we collected
supplementary information on non-medical circum-
stances and events that surrounded the death. These
data were collected in order to obtain information on
avoidable and remediable factors, reflecting the social,
cultural and health systems contexts, which may have had
a causal link with mortality.
The interview contained two elements. Firstly, a
structured series of 75 closed questions on medical signs
and symptoms. Secondly, to examine non-medical cir-
cumstances and events, we posed open-ended questions
in a semi-structured format, with free dialogue. In
terms of the latter, we asked respondents: who made
the decision to seek care in the emergency; whether
there were problems getting to health facilities; whether
there were problems when care had been accessed; their
opinions on the events; whether they thought the situa-
tions could have been improved and how; and whether
they felt that the death was preventable. The full inter-
view guide is available from the authors.
The interview was conducted with the deceased’s
mother and sister. It was conducted by an interviewer
recruited for the purposes of the study who had general
medical and public health training. The authors also
participated in the overall series of interviews, SNQ being
present at this particular interview.
The interview was approximately 90 min long. Salient
points were recorded on paper. The interview was also
audio-recorded for transcription, translation and general
reference. Informed consent was obtained from both
respondents. We informed the respondents of the purpose
of the research, that information given would be treated
in confidence and that participating would pose no risk
to health services available to them. Since the interview
was concerned with events that were potentially painful
or distressing to recall, the respondents were able to skip
questions or stop the interview at any time if they found it
to be upsetting or difficult, or for any other reason.
Analytical approach
Three analytical steps were taken: firstly, a descriptive
account of the case is provided with a chronological
description of medical signs, symptoms, circumstances
and events, with supporting quotes from the interview.
Secondly, the barriers to access of healthcare services are
characterised and categorised to test the proposition that
the case illustrates exclusion from access to services.
Thirdly, the details of the case are applied to the
theoretical framework derived from the right to health
to determine whether the right was upheld. The frame-
work is set out in a General Comment, published in 2000
by the Committee on Economic, Social and Cultural
Rights (CESCR). This substantive document sets out
four inter-related and essential criteria to assess whether
health services and programmes promote and protect the
right to health as follows: ‘‘health services, goods and
facilities ...shall be available, accessible, acceptable and
of good quality’’ (22).
Results
Bearing witness: The story of Ibu Rahmi*
Ibu Rahmi was a 19-year-old Indonesian primagravida,
who lived in a rural village. She had been educated to
junior high school level but did not work. Ibu Rahmi’s
husbandwas a public transport driver, to whom she had a
forced marriage at age 16. The couple lived with her
parents and the family could be classed as poor (they had
no toilet in the house; their water-source was an open
well; and they had no television, radio or car).
During a seemingly normal pregnancy, in which
antenatal care was sought routinely, at approximately 7
months gestation, Ibu Rahmi developed a sudden and
severe fever. After several days, the family sought medical
advicefromthevillagemidwife.ThemidwifeexaminedIbu
*Pseudonym.
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(page number not for citation purpose)Rahmi and referred her to a military hospital (hospital A),
approximately20km,ora1-hourjourney,fromthevillage.
The woman travelled to the hospital in a rented car,
accompaniedby family members. Onarrivalatthefacility,
Ibu Rahmi was admitted, given fluids, unspecified drugs
and bed-rest. After 3 days, Ibu Rahmi discharged herself
and returned home to her village. She had not recovered
but wanted to avoid further costs of hospital care.
Some days later, the symptoms of severe fever recurred
and Ibu Rahmi was taken back to the village midwife.
The midwife referred Ibu Rahmi to a second hospital
(hospital B), again about 20 km away. The woman and
her family travelled to this hospital in rented transport.
At the hospital, Rahmi was admitted, given fluids and
unspecified drugs. Ibu Rahmi was hospitalised for 2 days
but discharged herself again because (to quote from the
interview transcript): Sister: ‘‘...she wasn’t getting
better ... ’’ which could be interpreted as continuing
concerns over the costs of care.
On returning to the village, Ibu Rahmi’s symptoms of
fever continued. After a further week, she was taken to the
village midwife once again. This time the village midwife
was not available and the family had to wait (for an
unspecified period of time) at her house. When she
returned, the midwife referred Ibu Rahmi to a third
hospital (hospital C), again approximately 20 km from the
village. The family travelled to this hospital in a rented
pick-up truck. Sister: ‘‘it was difficult to find the vehicle ...
and it was difficult to find money to pay the cost’’.
When the family arrived at hospital C, and after what
was described as a ‘‘long wait’’ while payments for care
were made, Ibu Rahmi was examined and informed that
she had suffered an intrauterine death. Rahmi was then
left unattended, for what was described as a long period
of time, without consultation, examination or treatment.
Sister: ‘‘She was not even treated, they just left her, without
doing anything ...we were panicking ...we knew that her
child [had] already died.’’
Ibu Rahmi and her family were then informed that the
hospital was full and that she could not be admitted. At
this point in the interview, Ibu Rahmi’s mother made a
statement to suggest that the family’s economic status
may have had a bearing on the quality of care received.
Mother: ‘‘I do not know for sure whether the hospital was
full or not. If you have the money, you will immediately get
the services. She did not have money.’’
Eventually, Ibu Rahmi was referred from hospital C to
a fourth hospital (D), 70 km away (a 2 3 hour journey).
An ambulance was provided   the first time that
emergency transport was mentioned in the interview.
However, no health professional accompanied the woman
and her family in the ambulance. During the journey to
hospital D, the relatives described Ibu Rahmi as becom-
ing pale and very weak. Rahmi died in the ambulance
en-route to the fourth hospital, unattended and undeliv-
ered, calling for her husband.
When asked to identify specific difficulties and delays
in the course of events, the family referred to the
following: delays in Ibu Rahmi’s husband’s decision to
seek care; the village midwife’s unavailability; the cost and
unavailability of transport; the distance to hospitals; that
they did not know where to go; and that there was no
health worker in the ambulance during the final journey.
The family felt that the difficulties and delays could have
been avoided.
The family referred to the costs of care as the most
significant difficulty. Ibu Rahmi was severely ill for
approximately 1 month. During this time, the family
spent 5 million Indonesian Rupiah (over 250 GBP) on
Ibu Rahmi’s care, which they had to borrow in part.
Despite their poor status, the family made out-of-pocket
payments for care, travel and all associated costs.
Barriers to access
This case illustrates the abundance of tertiary level care
available in this setting; four referral hospitals feature in
the account of events. However, despite its availability,
care was still woefully inaccessible. Barriers to access were
identified and categorised as follows:
. Social and cultural barriers. Ibu Rahmi had a forced
marriage at age 16. In addition she suffered severe
symptoms for several days before decisions, made by
others, were made to seek care. These facts reflect a
lack of autonomy and the low social status of Ibu
Rahmi, which may have prevented her from accessing
healthcare as early as she may have done otherwise.
. Geographical barriers. The lack of good quality care in
the community made long journeys to treat her illness
necessary. Inaccessible and difficult roads are typical
terrain in this setting (Fig. 2). These factors are likely
to have introduced additional delays in reaching
hospitals and put stress on a pregnant woman in the
third trimester in a poor health state. It can also be
said, therefore, that access to services was constrained
on account of Rahmi’s geographical location.
. Economic barriers. Despite being poor, the family did
not have health insurance, a scheme in Indonesia
which reduces or waives costs of care for the poor (37).
This may have been due to village health workers
failing to inform the family of their eligibility for
the scheme, or for reasons related to the scheme’s
complexity and/or acceptability. Concerns over the
costs of care resulted in Ibu Rahmi discharging herself
from care before she had recovered on two separate
occasions. Relatives also indicated a suspicion that
their economic status may have negatively affected the
quality of care received. Rahmi was quite clearly
LD ’Ambruoso et al.
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economic status.
. Health systems failures. Several, serious health systems
failures were apparent, primarily an unmet need for
effective community-based maternity services. Access
to simple but effective health services in the commu-
nity would have ensured that Ibu Rahmi’s fever was
treated, she would have been informed about health
insurance, and referred effectively to a facility where
her unborn baby could have been monitored. The
hospital receiving her should also have been informed
of the referral. The referral hospital(s) should have
been adequately staffed and equipped, with proce-
dures for admitting patients who were in the process of
arranging health insurance that did not introduce
additional delays to their receiving treatment. Finally,
the ambulance provided by hospital C should have
been staffed and equipped.
Medical cause of death
TheVA interpretation concludedthat themedicalcauseof
death was acute infection. What is not clear iswhether the
intrauterine death was the cause or result of the infection
as there was no information, for example, on the last time
that the foetal heart rate was checked. It is important to
note that almost any acute condition, infectious or
otherwise, would have been worsened, possibly critically,
given the multiple barriers described above.
Was the right to health upheld?
The case details are applied to the framework derived
from the right to health in Table 1. From this table, it is
clear that none of the essential elements of the right to
health were upheld. This analysis illustrates that rights-
based approaches can identify how and where services
can be improved from a human rights perspective. There
now follows a discussion on the use of rights-based
approaches in practice.
Discussion
Methodological issues
The case study method allows us to investigate a
‘‘contemporary phenomenon within its real life context’’
(42). The context, for our purposes, is the exclusory
processes of the socio-cultural and health system envir-
onments with the phenomenon being access to and
quality of healthcare. The case study method is often
criticised, mainly in terms of its limited capacity for
generalisability. The results are intended to be generali-
sable to ‘‘expand and generalise theory’’ (42). Here, the
theory relevant to health planning is enriched and
expanded upon.
The right to health in public health planning
The case of Ibu Rhami clearly represents exclusion from
access to maternal health services. These barriers, health
systems failures and avoidable deaths are typical of
maternity in low income settings (44 49). The theoretical
framework derived from the right to health was able to
identify how and where the right to health was not
upheld. It is thus capable of informing health planning.
However, whether the right to health can do so in practice
is not so clear. We now consider two examples in which
human rights have been used to inform health systems
and services, and how these mechanisms could be
expanded, developed, and used more effectively in future.
Example 1: Policy inputs towards progressive realization
GOI has made significant commitments to human rights,
ratifying six of the seven international human rights
treaties
$ derived from the UDHR (50). A National
Commission on Human Rights was established in 1993
Fig. 2. Geographical barriers to healthcare; typical terrain in
the study district.
$Indonesia has ratified the following international treaties: the
Convention on the Elimination of All Forms of Discrimination
Against Women in 1984; the Convention on the Rights of the Child
in 1990; the International Covenant on Economic, Social and
Cultural Rights in 2005; the International Covenant on Civil and
Political Rights in 2005; the International Covenant on Torture in
1998; and the International Convention on the Elimination of all
forms of Racial Discrimination in 1999. The remaining international
treaty as yet not ratified by Indonesia is the International
Convention of the Protection of the Rights of all Migrant
Workers and Members of their Families.
Right to health, public health planning
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loped for 1998 2003, with a second plan developed for
2004 2009, which includes human rights education and
training for government agencies (51). National laws
protecting basic human rights also exist (50). However,
despite the political commitments, Amnesty International
Table 1. Did health services protect Ibu Rahmi’s right to health?
Criteria for protection of
the right to health (22) Description (adapted, 22) Comment related to the case of Ibu Rahmi Protected?
Availability Functioning facilities, goods and
services, as well as programmes, have
to be available in sufficient quantity.
Despite the abundance of tertiary level
healthcare, it was not functioning, e.g. Ibu
Rahmi was left unattended in a poor state of
health in hospital C.
No
Accessibility
Non-discrimination Facilities, goods and services must be
accessible to all, especially the most
vulnerable or marginalized sections of
the population.
Ibu Rahmi’s economic and geographical
situations, her gender and social status clearly
constrained her access to healthcare.
No
Physical accessibility Facilities, goods and services must be
within safe physical reach for all sections
of the population, especially vulnerable or
marginalized groups.
Due to the unavailability of effective
community based services, Ibu Rahmi and her
family had to undertake long journeys to reach
care.
No
Economic accessibility
(affordability)
Facilities, goods and services must be
affordable for all. Payment for healthcare
services has to be based on equity,
ensuring that services, whether privately
or publicly provided, are affordable for all,
including socially disadvantaged groups.
Healthcare was clearly unaffordable for the
family, e.g. Ibu Rahmi discharged herself from
hospital on two separate occasions due to
concerns over the costs of care. There was
also an expressed suspicion that quality of
care was lacking on account of the family’s
poor status.
No
Information accessibility The right to seek receive and impart
information and ideas concerning
health issues.
Ibu Rahmi and her family may have made
different decisions about healthcare had they
been informed about their (apparent)
eligibility for health insurance.
No
Acceptability Facilities, goods and services must be
respectful of medical ethics and culturally
appropriate, sensitive to gender and
life-cycle requirements, as well as being
designed to respect confidentiality and
improve the health status of those
concerned.
The final journey in the complicated referral
chain demonstrates a grave lack of dignity
expressed by hospital D towards Ibu Rahmi,
to refer a woman in a critical condition
unattended in an unstaffed ambulance.
No
Quality Health facilities, goods and services
must be scientifically and medically
appropriate and of good quality.
Several, serious instances of poor quality
care were apparent, primarily an unmet need
for effective community-based services and
effective referral. The referral hospital(s)
should have been adequately staffed and
equipped, with procedures for admitting
patients who were in the process of arranging
health insurance that did not delay their care
in an emergency. Possibly the most serious
health system failures were Ibu Rahmi’s
rejection from hospital C and
the unequipped, unstaffed and unsafe
ambulance that she died in.
No
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reporting obligations with respect to many human rights
treaties’’ (52).
In addition, systemic inequity and exclusion were
revealed in a recent comprehensive analysis of human
rights commitments and their expression in reproductive
health services and policies, laws and regulatory frame-
works in Indonesia (50). The analysis was undertaken by
the World Health Organization and the Indonesian
Ministry of Health in 2007. Findings included: irregular
provision of EmOC in health facilities; unavailability of
drugs, supplies, equipment and blood; fewer facility-
deliveries for women with little or no education; low
rates of skilled attendance for poor and rural women;
impaired access to emergency services in rural areas; high
levels of traditional birth attendant-attended delivery in
rural areas; and poor or non-existent referral systems in
rural areas. Costs were also found to be a ‘‘major
deterrent for people, especially the poor, to use services’’
(50).
The findings of the analysis, strikingly similar to those
presented here, suggest that despite commitment to the
right to health in international treaties, national laws and
policies, health inequity and social injustice remain
embedded in health systems and services in this context.
Example 2: Enforced accountability
In a recent comprehensive review of the legal enforcement
of the right to health, Hogerzeil et al. identify 71 cases
from low and middle-income countries where the right to
health (in terms of access to essential medicines) was
successfully enforced through law courts (53). ‘‘In these
cases careful litigation...has forced the government to
implement its constitutional and human rights treaty
obligations and has served the public health cause of
improving equitable access...’’. This may seem like a
triumph. However, a point of critical importance made by
the authors is that when the provision of a good or
service is enforced through a law court, when that good
or service was previously unavailable for valid reason (e.g.
due to high cost or at the expense of other services), can
and should law courts over-rule and make these enforce-
ments?
This represents a fundamental discordance in the
human rights and public health traditions. Human rights
are concerned with the protection and progressive
realisation of the rights of the individual, whereas public
health is concerned with the collective provision of health
services for societies. Configuring health services in
response to litigation may, ironically, give rise to further
inequity, resulting in services based on the needs of
individuals or minority groups rather than populations.
The philosophical roots of the right to health and
public health reveal a further fundamental discordance.
The right to health is rooted in the medical model of
health and healthcare which is clinical and curative in
nature (54, 55). This is discordant with the public health
tradition; which adopts the social model of health and
wellbeing, seeking to improve health by preventing
disease (56). Interventions that stem from the right to
health (and thus the medical model) will lean towards the
provision of therapeutic healthcare services, such as
EmOC, rather than social and political reform that are
preventative in nature and address the underlying deter-
minants of health, such as education, employment,
housing, sanitation, food and nutrition etc.
In practice therefore, the right to health is likely to fail
as a public health planning tool. However, human rights
are powerful advocacy tools; regarded as the ‘‘dominant
moral vocabulary of our time’’ (57). The apparent
inability of health policy to express the right to health
has led to the consideration of alternative human rights
mechanisms to facilitate equitable provision of health
services.
The right to development
Contemporary scholars argue that the right to develop-
ment transcends the individualistic right to health, and
has considerable potential to inform the provision of
public healthcare from a human rights perspective (55).
The Declaration of the Right to Development was
adopted by the United Nations in 1986. It states that
the right to development is a ‘‘comprehensive economic,
social cultural and political process which aims at the
constant improvement of the well-being of the entire
population and of all individuals on the basis of their
active, free and meaningful participation in development
and in the fair distribution in the benefits resulting
therefrom’’ (58).
The right to development conceives of health as
socially constructed and determined and emphasises
collective responsibilities of the individual, state and
(crucially) the international community ‘‘to co-operate
with each other in ensuring development ...to promote a
new international economic order based on sovereign
equality, interdependence [and] mutual interest’’ (58).
The right to development advocates for ‘‘creating legally
enforceable prescriptions for international development
policy’’ and ‘‘state responsibility for universal access to
primary healthcare, including food education, sanitation
etc’’ (55). Key principles, concepts and modes of opera-
tion of the right to development are in their infancy.
Despite this, it may be an avenue to inform public health
planning from a human rights perspective that addresses
the limitations of the right to health.
Conclusion
The pervasive inequities that characterise maternal mor-
tality are reflected at all levels, from individual beha-
viours, as seen in this case, to the global distribution of
Right to health, public health planning
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women experiencing social, economic, cultural and
health system barriers to access of healthcare in preg-
nancy and childbirth, and in the worst scenarios, dying
unnecessary deaths as a result. This exclusion represents
violations of women’s rights to non-discrimination,
equity, life and health.
The right to health is likely to be ineffective for public
health planning from a human rights perspective. Despite
this, human rights are powerful tools that have a
potential for equitable health planning and the promo-
tion of social justice. Collective rights, such as the right to
development, may provide more suitable frameworks,
addressing the underlying determinants of health as well
as the immediate medical causes. Indeed, the right to
development may provide a means by which to achieve
the ethical obligations of the international community to
poorer countries, through legally-binding commitments
and enforcements where necessary.
We recommend that policies for women’s health in
pregnancy and childbirth think beyond technical solu-
tions and conceive of health systems as ‘‘core social
institutions’’ (59, 60), configured to address deep-seated
structural hierarchies and the social determinants of
health, foster participation and inclusion and address
avoidable mortality, the existing extent of which is
nothing short of a moral outrage.
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